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Rules and Regulations utilized for this survey are: 

Rules and Regulations for Program Administration of 
Nursing Care Facilities, Chapter 11, effective 
07/01/2020 

Rules and Regulations for Licensure of Nursing Care 
Facilities, Chapter 19, effective 06/26/2000 

A revisit survey was conducted on 12/11/25 for all 
previous deficiencies cited on 12/5/25. All 
deficiencies have been corrected, and no new 
noncompliance was found. The facility is in compliance
with all regulations surveyed. 
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